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A parathyroid adenoma is the most frequent cause of primary hyperparathyroidism and usually presents as signs and symptoms of hypercalcemia. Patients with primary hyperparathyroidism are usually diagnosed incidentally as hypercalcemia, but less frequently, the clinical presentation includes renal calculi, osteoporosis, and neuropsychiatric symptoms, and rarely, peptic ulcer disease or pancreatitis.\[[@ref1][@ref2]\] Bone involvement in primary hyperparathyroidism is usually a late manifestation and due to improved screening techniques such as serum calcium and parathormone levels is rarely seen now-a-days in the developed world.\[[@ref3][@ref4]\] The bony manifestation of prolonged hyperparathyroidism results in osteitis fibrosa cystica or brown tumor formation characterized by high osteoclastic activity and bone resorption and are usually located in the pelvis, ribs, clavicles, and extremities. This may mimic as primary bone neoplasm or metastatic disease and might induce confusion between the two diagnoses.\[[@ref5][@ref6][@ref7][@ref8]\] Brown tumors are named so due to their characteristic brown appearance of hemosiderin and fibroblastic tissue penetrating into the gaps created in the bone matrix by the increased osteoclastic activity. This increased osteoclastic activity causes expansion of the bone beyond its normal contours. We report a rare case of previously undiagnosed primary hyperparathyroidism due to a parathyroid adenoma with the initial presentation as brown\'s tumor of the upper anterior alveolus. This case highlights the importance of awareness in clinicians of such rare presentation of parathyroid adenomas. This will avoid unnecessary extensive surgery of the brown tumor, which responds to the parathyroid adenoma removal as it normalizes the parathyroid hormone (PTH) levels.

C[ASE]{.smallcaps} R[EPORT]{.smallcaps} {#sec1-2}
=======================================

A 35-year-old female presented to our head and neck unit with a progressive swelling of the upper anterior alveolus of 6 months duration. She denied any history of trauma, toothache, and fever. The patient did not have any facial numbness but described mild pain and heaviness in the upper jaw, which compelled her to seek medical attention. She was, otherwise, systemically well and reported no other associated symptoms such as abdominal pain, renal colic, or pain in other bones. No cervical lymphadenopathy could be palpated. Local examination revealed brownish mass involving anterior upper alveolus and hard palate causing mall occlusion of the jaws \[[Figure 1](#F1){ref-type="fig"}\]. The swelling was noted to be firm, but upon palpation did not appear to be of bony origin. Maximal mouth opening was normal for the patient. Serum biochemistry revealed a serum calcium level of 2.94 mmol/L (normal range: 2.2--2.6 mmol/L), PTH level of 101 pg/ml (normal range: 10--65 pg/ml) with alkaline phosphatase, renal, and liver profiles within normal limits. Ultrasonography examination showed 1.2 cm × 0.8 cm well-defined solid hypoechoic lesion inferior to the left lobe of the thyroid gland and medial to the carotid artery. On Tc-MIBI double phase parathyroid scintigraphy, the initial image showed homogenous tracer distribution in both lobes of the gland and a focal intense tracer uptake inferior to the left lower pole of thyroid \[[Figure 2](#F2){ref-type="fig"}\]. Delayed images after 2 h showed normal washout of MIBI from thyroid bed with significant tracer retention in the inferior parathyroid region suggestive of an adenoma \[[Figure 3](#F3){ref-type="fig"}\]. The patient underwent a selective excision of the left parathyroid adenoma \[[Figure 4](#F4){ref-type="fig"}\]. Histology revealed a circumscribed tumor composed of nests and islands of mainly chief cells without evidence of mitoses. Postoperative period was uneventful. Serum calcium on the first postoperative day was 2.32 mmol/L (normal range: 2.2--2.6 mmol/L) and PTH level 45 pg/ml (normal range: 10--65 pg/ml). At the 9 months follow-up clinic review, blood tests revealed normal range calcium and PTH levels. Clinical examination showed a good resolution of the jaw tumor. She is regularly followed in our head and neck clinic.

![Clinical photograph of a 35-year-old female with brown\'s tumor of the upper alveolus](NJMS-6-229-g001){#F1}

![Photograph of the initial Tc-MIBI double phase parathyroid scintigraphy showing homogenous tracer distribution in both loses of the thyroid with a focal intense uptake noted inferior to the left lower pole of the thyroid (arrow)](NJMS-6-229-g002){#F2}

![Photograph depicting normal washout of the MIBI from the thyroid bed after 2 h (delayed) with significant tracer retention in the inferior parathyroid region (arrow)](NJMS-6-229-g003){#F3}

![Photograph showing parathyroid adenoma after excision](NJMS-6-229-g004){#F4}
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The brown tumor is not a neoplasm but may be mistaken as a primary bone tumor and subjected to unnecessary surgical intervention. It is rare to find a brown tumor as the first clinical manifestation of primary hyperparathyroidism before the onset of general manifestations-like our case. A biopsy may be needed to exclude malignancy.\[[@ref9][@ref10]\] The brown tumor was suspected on the basis of the appearance of the lesion and serum biochemistry revealed elevated serum calcium and PTH level. Therefore, the knowledge of such an entity will not only help clinicians to diagnose such cases but also avoid unnecessary surgical intervention.

The management of brown tumor due to parathyroid adenoma is purely surgical directed to the removal of the parathyroid adenoma rather than surgical intervention at the tumor site. Spontaneous complete regression of brown tumors has been reported in 90% of the cases within 4--20 months after parathyroidectomy.\[[@ref11]\] Regression is slower in case of patients with age more than 60 years and if brown\'s tumors are in cancelous bones due to slower bone turnover.\[[@ref11][@ref12][@ref13]\] However, the surgical intervention of the brown\'s tumor may be necessary in some exceptional situations, especially in case of skull base involvement with compression of vital structures such as an optic nerve.\[[@ref9][@ref14]\]

C[ONCLUSION]{.smallcaps} {#sec1-4}
========================

We present a case of brown tumor in a young woman whose long-standing hyperparathyroidism had not been recognized in time. The brown tumor may be mistaken for neoplasm and diagnosis of underlying hyperparathyroidism gets delayed. Extensive surgery of the brown tumor is not indicated except in a situation of compression of vital structures such as optic nerve at the skull base. Blood tests for calcium and PTH levels are essential to reaching the correct diagnosis.
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